Pouch polyp biopsy specimen (haematoxylin and eosin X 156). This shows intercrypt smooth muscle fibres, a disrupted and thickened muscularis mucosae, and diamond shaped crypts. There is mild diffuse chronic inflammation in the lamina propria.
years after his surgery he presented with vague lower abdominal pain, increasing rectal bleeding, and increased bowel frequency of eight to 10 times per day with straining on each occasion. Proctoscopy showed a polypoidal lesion arising from the anterior wall of his pouch. A flexible sigmoidoscopy showed an anterior pouch mucosal prolapse. Histological examination of this polypoid lesion showed muscularised flat (non-villous) pouch mucosa with disruption and thickening of the muscularis mucosae ( Figure) . There was no evidence of suture material. These features are typical of mucosal prolapse. The This case illustrates that not all pouch symptoms result from pouchitis, and that not all cases of endoscopic inflammation within the pouch result from pouchitis. It also highlights the need for biopsy (away from suture lines) to make histological conformation of the endoscopic diagnosis. In a pouch constructed for familial adenomatous polyposis, it would be important to distinguish a case such as this from an adenoma.II Longterm consequences of pelvic ileal reservoir construction remain unknown and pathological changes need to be recorded as they occur.11 12 This case is a new manifestation of mucosal prolapse in the pouch and is identical to polypoid mucosal prolapse in the rectum.
